Background Little is known about the activity of the many new specialist outreach clinics in fundholding general practices that have emerged since the introduction of fundholding in 1991, though it has been claimed that specialist outreach clinics have shortened waiting times for fundholders' patients. This study describes the activity of specialist outreach clinics in fundholding practices in Sheffield, focusing on comparative waiting times between fundholding and non-fundholding practices.
Introduction
The introduction of general practice fundholding in April 1991, whereby some family doctors chose to hold budgets to buy secondary health care for their patients, such as out-patient appointments and elective surgery, has led to the emergence in the United Kingdom of many new specialist outreach clinics in fundholding practices. 1 3 Specialist outreach clinics are defined in this study as consultant-led out-patient clinics held in general practitioners' (GPs') surgeries, including clinics provided by a consultant employed directly by the practice. Outreach clinics provided by physiotherapists, chiropodists and other professions are not included.
The new specialist outreach clinics in fundholding practices have gone largely unevaluated. There is even a lack of basic quantitative information about what sort of patients are being seen in these clinics, 4 and Harris rightly concluded: 'there are more questions than answers until (specialist outreach clinics) have been properly evaluated'. 5 This is despite outreach clinics being an important development resulting from a major shift in government policy, namely GP fundholding, and despite the commonly expressed concern about the impact of outreach clinics on equality of access to out-patient services. Although there is an absence of research evidence, many claims have been made about the benefits of specialist outreach clinics, such as better communication and educational exchange between consultants and GPs 9 "" and increased patient satisfaction. 12 The most important and common claim is that specialist outreach clinics have shortened waiting times for fundholders' patients 1 ' 9 ' 11 and that, consequently, there is a reduced service for the patients of non-fundholders. 113 These assertions are not, however, supported by actual data on outpatient waiting times. It has also been claimed that specialist outreach clinics are more efficient, having lower proportions of follow-up attendances and non-attendances.
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By 1994-1995, 24 of the 119 general practices in Sheffield had joined the fundholding scheme and 31 per cent of the population was covered by fundholding, compared with 42 per cent nationally. In Sheffield, as elsewhere, specialist outreach clinics in fundholding practices can be provided by an NHS Trust or by a consultant employed directly by the practice (notwithstanding that these consultants may often have their main employment with a local Trust).
This study describes the activity of specialist outreach clinics in fundholding practices in Sheffield, especially in terms of waiting times. The primary objective is to examine the hypothesis that waiting times for first out-patient appointments are shorter for the patients of fundholders as a result of the introduction of specialist outreach clinics in fundholding practices. Waiting time for first out-patient appointment is defined as the time between the receipt of a GP's referral for a first appointment and the patient's out-patient consultation with a specialist
Methods

Information obtained directly from fundholders
A listing of specialist outreach clinics was obtained directly from fundholding practices, primarily to show if there were any outreach clinics provided by consultants employed directly by fundholding practices (as the activity of any such clinics was not included in the district health authority outpatient database, the main data source used). Practice managers of all fundholding practices were asked, in November 1994, to complete a form giving the specialty, provider, consultant and start date of any specialist outreach clinics held in their practice. All 24 fundholding practices were sent a form and all responded
The same form was not sent to non-fundholding practices, as this was unlikely to yield any further information. Of several knowledgeable informants -health authority staff, the Chair of the Local Medical Committee, out-patient managers from the two main local NHS Trusts and individual GPs -none were aware of any specialist outreach clinics in existence in nonfundholding practices in Sheffield.
Attendance data from the Sheffield DHA out-patient database
The main data source was the Sheffield District Health Authority (DHA) out-patient database. Out-patient attendance data are supplied by NHS Trusts and cover Sheffield's population of 529000 people. 15 The required information is recorded in clinic by a clerk or nurse and later encoded into a computer database by a different clerk using a range of data fields and set data codes. Attendances coded for the location of the clinic as either 'Health Centre* or 'NHS consultant clinic off NHS hospital site' were taken to be specialist outreach clinic attendances. The two local Trusts confirmed that these codes were used for specialist outreach clinics. Only two other available location codes were used -'NHS consultant clinic on NHS hospital site' and 'Ward on NHS hospital site'.
Data were analysed for the financial year 1994-1995. It proved unmanageably slow to use the full out-patient database, which contained nearly 700000 records for 1994-1995 alone. Therefore a smaller, more manageable dataset, of 176376 attendances, was extracted that covered three specialties onlygynaecology, orthopaedics and general surgery. These three specialties were chosen as these were the specialties which had established, by a clear margin, most specialist outreach clinics in fundholding practices (see Results).
Exclusions
A total of 2715 attendances were excluded, of three types:
(1) 1015 DHA purchased 'specialist outreach' attendances, as these attendances were nearly, if not entirely, all attendances at a pregnancy termination service provided in a city centre family planning clinic (local community services trust, personal communication) and were not pertinent to this study; (2) 1430 attendances where the purchaser was from outside the district or was unknown, as I wanted to explore the situation for Sheffield residents only; (3) 270 attendances coded for the location of the out-patient clinic as 'Ward on NHS hospital site', as it was not clear that these were actually out-patient attendances.
Results
Information obtained directly from fundholders (all specialties)
Of the 24 fundholding practices, 11 (46 per cent) had established a total of 37 specialist outreach clinics by November 1994. Most of these clinics were held monthly and all had been established after April 1991. The cumulative number of specialist outreach clinics in fundholding practices established in each of the first four years of fundholding (1991-1992 to 1994-1995) was 1,11, 28 and 37. The total for 1994-1995 is possibly an underestimate as the data were collected in the third quarter of that year. Figure 1 shows the distribution by specialty of the 37 clinics identified. Nine specialties in total were involved. Twenty-three (62 per cent) of the 37 clinics were in gynaecology, orthopaedics and general surgery.
Eight (22 per cent) of the 37 outreach clinics were provided by consultants employed directly by the practice. None of these eight clinics were in the specialties of gynaecology, orthopaedics or general surgery. All the remaining 29 specialist outreach clinics were provided by the two main Sheffield NHS Trusts. Thirty-four consultants in total were involved in the 37 clinics identified.
Data from the DHA out-patient database (gynaecology, orthopaedics and general surgery only) Table 1 shows the rate of first out-patient referrals in gynaecology, orthopaedics and general surgery in 1994-1995 for non-fundholding practices and for fundholding practices; the latter subdivided by whether those practices had or had not established specialist outreach clinics. Fundholders of both types had a considerably lower referral rate for first attendances in these three specialties than their non-fundholding counterparts.
In Sheffield in 1994-1995 (after exclusions) there were 173 661 out-patient attendances in gynaecology, orthopaedics and general surgery. Specialist outreach clinics in fundholding practices provided 2706 (5.2 per cent) out of 52043 first attendances in the three selected specialties and 762 (0.6 per cent) out of 121604 follow-up attendances.
The outreach clinics in fundholding practices provided 2706 (40.2 per cent) out of 6736 first attendances for the 11 practices that had established such clinics -the maximum for an individual practice being 219 (60.5 per cent) out of 553 first attendances -and 2706 (22.5 per cent) out of the total of 12 013 first out-patient appointments for all 24 fundholding practices.
The ratio of first appointment to follow-up appointment in the three selected specialties was 1:1.29 (2706:3468) for patients attending specialist outreach clinics in fundholding practices and 1:3.4 (49337:170193) for patients attending hospital out-patient clinics.
Patients attending for a first appointment at a specialist outreach clinic in a fundholding practice in the three selected specialties, compared with those attending for a first appointment at a hospital clinic, were (see Tables 2 and 3 for absolute values and 95 per cent confidence intervals): less likely to be classified as needing an urgent appointment -13.0 per cent vs 32.9 per cent; nearly twice as likely to be added to a waiting list for operation or in-patient admission -17.4 per cent vs 9.4 per cent; less likely to not attend, or for their appointment to be cancelled or changed -18.1 per cent vs 24.8 per cent; over twice as likely to be discharged from clinic -17.0 per cent vs 7.7 per cent; similar in the proportion of males and females (gynaecology excluded); and less likely to be under age 16 -1.1 per cent vs 6.3 per cent. Tables 4 and 5 show the waiting times for first appointments Source: DHA out-patient database, [1994] [1995] in the three selected specialties by the type of clinic and by the fundholding status of the general practices. Time waited for a first out-patient appointment -the number of days between receipt of the GP's referral and the date of the appointment in the out-patient clinic -is presented in four categories; up to three months, three to six months, six months to 12 months and over a year (respectively, 0-91 days, 92-182 days, 183-365 days and over 366 days). For x 2 testing, waiting times were grouped into two categories, less than three months or three months and over. Table 4 shows that patients were seen more quickly in specialist outreach clinics in fundholding practices than in hospital out-patient clinics. The proportion of patients seen in less than three months in specialist outreach clinics in fundholding practices was 2624 (97.0 per cent) out of 2706. The corresponding proportion for patients (including fundholders' patients) seen in hospital clinics, was 43 455 (88.1 per cent) out of 49337 (x 2 196.6, p< 0.01). Table 4 also shows that when the first attendances for patients of fundholding practices are considered overall -irrespective of whether the fundholding practice had, or had not, established specialist outreach clinics -10584 (88.1 per cent) out of 12013 first attendees were seen in less than three months. This is slightly less than, but not statistically significantly different from, the overall proportion of nonfundholders' patients who were seen in less than three months -35485 (88.6 per cent) out of 40030 (x 2 2.67, p = 0.103). Table 5 shows the comparison between the patients of nonfundholders and those of the two groups of fundholders -those who have established specialist outreach clinics and those that have not In the three selected specialties, the patients of fundholders who did not have specialist outreach clinics are seen more slowly for a first appointment -4497 (85.2 per cent) out of 5277 in less than 3 months -than non-fundholders' patients (x 2 52.5, /?<0.01). Patients of fundholders who have established specialist outreach clinics are seen more quickly than both these groups -6087 (90.4 per cent) out of 6736 first appointments in less than three months.
Waiting times for first appointments
Finally, Table 5 also compares waiting times between the patients of fundholders who have established specialist 
Discussion
The scope of the out-patient activity data used in this study has two important limitations. First, the out-patient data were confined to three specialties, albeit those which were the leading outreach specialties in Sheffield. The characteristics of the other, mostly non-surgical, specialist outreach clinic attendances are not known. Second, no information on the activity in specialist outreach clinics provided by consultants employed directly by fundholding practices (over a fifth of outreach clinics identified) was obtained. However, none of the eight specialist outreach clinics identified as directly provided by consultants were in the three selected specialties. The data used were not validated, therefore their completeness and accuracy are unproven. Missed or duplicate attendances may occur, caused, for instance, by a patient changing address or GP. The data field which had the highest proportion of missing information -270 (0.52 per cent) out of 52 043 first attendances -was the variable 'urgent/non-urgent appointment' (see Table 3 ). This low proportion provides some reassurance about the completeness of data recording. Also, data errors may be present, for example, if some clinics return better quality information than others or if data coding by the two Trusts is done differently. An important concern is the accuracy of the waiting times data in view of the political sensitivity of differential waiting times.
The new specialist outreach service in Sheffield
The specialist outreach service in fundholding practices in Sheffield has grown to a significant size and it is possible that the number of specialist outreach clinics has increased since this study was conducted. This new outreach service in fundholding practices is distinctive. Most of the clinics were surgical and the patients seen in specialist outreach clinics in the three leading outreach specialties were compared with patients who attended a hospital clinic: mostly classified as 'non-urgent'; much more likely to be attending for a first appointment; and twice as likely to be added to an in-patient waiting list. This supports the view that the increase in outreach clinics has been motivated by fundholders trying to reduce waiting times for elective operations, 1-9 considered a high priority by GPs. 16 As has been claimed, 1>9>u specialist outreach clinics in fundholding practices, at least in the three specialties selected in this study, did appear to be more efficient, having a much lower proportion of follow-up appointments, fewer patients who did not attend, or whose appointment was cancelled or changed, and a higher rate of discharge back to GP care.
Waiting times for first out-patient appointments
This study supports the view that waiting times are shorter in specialist outreach clinics in fundholding practices. 1 ' 12 ' 13 However, only 22 per cent of all fundholders patients were actually seen in specialist outreach clinics, and even for those fundholders who had established outreach clinics this proportion was only 40 per cent. Also, the patients of fundholders who had not established specialist outreach clinics waited longer in hospital clinics than the patients of non-fundholders. Consequently, overall, the out-patients of all fundholders were not seen more quickly than those of non-fundholders. Although the 2.2 per cent difference in the proportion of patients waiting less than three months between the patients of fundholders who had established specialist outreach clinics and 'all other GPs' was statistically significant, it is of relatively limited importance.
The findings therefore give only rather limited support to the stated hypothesis that 'the waiting times for first out-patient appointments are shorter for the patients of fundholders as a result of the introduction of specialist outreach clinics in fundholding practices'.
Interpreting routine out-patient activity data is not straightforward. 17 Three main causes of confounding need consideration. First, the waiting times will be influenced by patient characteristics, particularly casemix factors, such as diagnosis and co-morbidity, for which no information was available from the out-patient database. Second, the pattern of clinical practice of the consultants providing outreach clinics may be systematically different from that of their colleagues; they may, for example, vary in the number of new patients they see per out-patient session. Third, the characteristics of fundholding and non-fundholding practices may vary, for instance, in the age distribution of their practice populations and, not least, in the referral behaviour of their GPs. In particular, the referral rate in the three selected specialties for the fundholders who had established outreach clinics was lower than for the nonfundholders, which could shorten waiting times in outreach clinics. However, the referral rate of fundholders who had not established specialist outreach clinics was also lower than that of non-fundholders, though their patients waited longer.
As the supply of specialist outreach clinics is fundholder led, it may be that there was a relative oversupply of out-patient provision in relation to demand (supply-induced demand), leading to shorter waiting times in outreach clinics. Also, the apparent greater efficiency of specialist outreach clinics should shorten waiting times. Additionally, one can speculate that patients were seen more quickly in outreach clinics as patients were more likely to be assessed by consultants, who should be able to see more patients in a session than their junior colleagues. That patients were presumably more likely to see a consultant may also explain the higher discharge rate from outreach clinics.
One would expect that, as there was a much lower proportion of patients classified as urgent in specialist outreach clinics, waiting times should have been longer. It may be, however, that the shorter waiting times in specialist outreach clinics led to less pressure on GPs to request an urgent appointment and less pressure for consultants to assign patients to the 'urgent' category. The low proportion of urgent patients could therefore be, at least in part, artefactual.
Policy implications
The activity of the new wave of specialist outreach clinics in fundholding practices needs to be assessed further, in Sheffield and elsewhere. Obtaining information on clinics provided by consultants employed directly by fundholding practices is necessary, although this will require negotiation with fundholding practices.
Much-needed further research on specialist outreach clinics may answer some of the questions arising from this study. If specialist outreach clinics expand further, will overall outpatient waiting times for fundholders' patients be significantly reduced compared with non-fundholders? Is it also a largely surgical outreach service that has arisen in other districts? How do any inequalities of out-patient provision that may be identified relate to need?
Conclusions
Specialist outreach clinics are one of the most important innovations arising from the introduction of fundholding. This study has shown that a specialist outreach service of significant size has emerged in fundholding practices in Sheffield since 1991, providing a service largely for surgical patients.
Although the sub-group of patients attending specialist outreach clinics was seen more quickly, and although the fundholders who established these clinics may have gained a marginal advantage for their practice population, there was no significant reduction in first appointment waiting times for fundholders' patients overall as compared with non-fundholders.
